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or most prominent part of the dorsal convexity or hump a
broad band of webbing which passed laterally across the
convexity and was attached to a horizontal iron bar fixed in
the plaster bed. The convex ribs rested upon this band of

webbing and were consequently continuously subjected to
considerable pressure in an anterior direction. The influence
of such pressure upon the dorsal convexity was enhanced by
the recumbency of the patient and by the simultaneous
extension of the vertebral column.
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exhibition of Cases.
A MEETING of this society was held on April 13th, Dr.

J. KINGSTON FOWLER, the President, being in the chair.
Dr. STCLAIR THOMSON showed two radiographs to illus-

trate the value of the x rays in showing and washing out
the frontal sinus. He said that when unprovided with the
x rays it was usual to depend upon the direction taken by
the cannula to decide whether the frontal sinus had been

entered or not. One of the radiograms showed that the

point of the cannula passed up towards the frontal sinus
and that the portion of it outside the anterior nares was flat
against the upper lip. Those two points might make them
think that the frontal sinus had been certainly entered,
particularly when pus could be washed out. But on the x ray
screen it could be seen that the cannula had not entered
the fronto-nasal duct but had passed up into an anterior
ethmoidal cell and that its point was pressed against
the floor of the anterior fossa of the skull. It would
readily be recognised that any roughness in manipulation in
that area might have serious results. He showed another
skiagram of the same case, with the same cannula, where
the iDstrument was with the help of the x rays spcurely
guided up into the centre of the frontal sinus. He also
exhibited a radiogram showing complete absence of the left
frontal sinus ; it could be seen that the right frontal sinus
was of exceptionally large size and crossed the middle line
so as to occupy not only the right side but also the left side
of the forehead. The condition, as revealed by the radio-
graph, was confirmed by operation. The case illustrated the

great value of the x rays in showing the position and extent
of the frontal sinus.

Dr. C. W. CHAPMAN showed a ca8p. of Bradycardia with
Valvular Incompetence in a man 38 yearq of age. The
patient was first seen by him in June, 1903. He had been

passed as a first-class life at an insurance office in 1901. The
first symptom noticed was in May, 1903, when he had an
attack of giddiness followed by shortness of breath and a
feeling of tightness in the chest. Later he had a second
attack of giddiness, with dimness of vision. In September,
1903, the pulse-beat varied from 34 to 40, no abnormal sounds
could be detected in the aortic region, a mitral systolic
murmur was present though only heard during the stronger
contractions, and all thf cardiac beats could be felt at the
wrist. In February, 1907, he was taken with a sense of
severe constriction of the chest, followed by faintness and
loss of consciousness. There had been attacks of transient
dimness of vision and giddiness during the last year, other-
wise he had been very well.-The PRESIDENT observed that
bradycardia was not a condition inconsistent with prolonged
life.-Dr. F. PARKES WEBER raised the question whether
the affection developing in adult life was against the patient
reaching an advanced age, and Dr. CHAPMAN pointed out
that in the case which he brought forward the condition
might be congenital with delay in the appearance of the
symptoms.

Dr. F. S. PALMER showed a case of Progressive Muscular
Atrophy in a boy, aged 15 years. The condition was most
marked in the left upper limb, there being extreme wasting
of the hand muscles and almost complete wasting of all the
muscles of the limb. The hand was in the position of
"main en Lyriffe." Dr. PALMER, in reply to an inquiry
from the PRESIDENT, said that an unusual point in the case
was that fibrillary twitchings had commenced in the muscles
of the shoulder girdle and not in those of the hand.

Dr. PALMER also showed a case of Articulatory Defect fol-
lowing attacks of Transient Hemiplegia. ,

Dr. PARKES WEBER showed a case of Primary Spleno-
megaly with Ansemia. The patient was a Jewish married
woman, aged 50 years, said to have come from a non-malarious Ipart of Russia. The spleen was hard and greatly enlarged, !,

reaching downwards into the iliac fossa, and reaching to the
right across the middle line slightly to the right of the
umbilicus. It was not tender to pressure. In January, 1908,
a differential count by Dr. A. E. Boycott of the white cells in
the patient’s blood showed that in 500 cells the lymphocytes
were 20’ 8 per cent., the intermediates 7’ 6 per cent., the
large hyf lines 4’4 per cent., the neutrophile polymorpho-
nuclears 66 8 per cent , the eosinophiles 0 ’ 4 per cent., and
the mast cells 0 ’ 0. Whilst counting the 500 white cells he
saw 24 ordinary normoblasts, 16 erythroblasts which
resembled megaloblasts except in thei" relatively small
size, and three typical megaloblasts. He saw many poly-
chromatophilic red cells, a few punctate basophilic red cells,
and three megalocytes. The platelets were apparently
increased in amount. Removal of the spleen would prob-
ably be advisable were it not for the obvious danger to life of
such an operation in the present patient. It was possible
that later the condition would develop into that of so-called
" Be,nti’a disease." with leucopenia and hepatic cirrhoeis.

Dr. PARKES WEBER also showed a patient with an Enlarged
Spleen and described the case as one of pernicious ansemia.

Dr. W. H. WILLCOX showed a case of Cirrhosis of the

Spleen and Liver (? Banti’s disease).
The PRESIDENT, in discussing the three cases of enlarged

spleen, considered that in Dr. Parkes Weber’s second case
there must be qome other condition present than pernicious
ansemia, and Dr. F. J. POYNTON asked how many cases of
pernicious anmmia with an enlarged spleen Dr. Parkes
Weber had seen.-Dr. PARKES WEBER said that he had
heard that enlargement of the spleen and of the liver
occurred in pernicious anaemia but not always.
Mr. E M. CORNER showed a case of Old Fracture of the

Head of the Astragalus and the Scaphoid of the Foot in a
man who had fallen 16 feet on to his foot as the result
of an accident in July, 1907. He was" faint" and
carried home, not standing on the foot. He remained in
bed three days, after which he went about on crutches for
three weeks. It was supposed that his left ankle was
,4sprained." Coming under the Employers’ Liability Act
there was great dissatisfaction because he recovered so
slowly and could not work. The treatment consisted of
massage, exercises, and the use of a pad in his boot under
the arch of his foot. Under it he improved slowly, the foot
not swelling so much, the man sleeping better and getting
about better. In March, 1908, the insurance company re-
ferred him to Mr. Corner for an opinion as to why he did not
get well. On examination, a bony swelling was found between
the tubercle of the scaphoid and the internal cuneiform, such
as was not present on the uninjured foot. This suggested a
possibility of a fracture of the astragalus. Skiagrams were
taken of both feet, which showed that " in the left foot
there has been a piece broken off the inner side of the head
of the astragalus and also a fissure fracture through the
scaphoid, directed upwards and forwards, involving both
articular surfaces, and showing little or no displacement."
The broken-off part of the astragalus was seen by the lower
part of the head, the fissure in the scaphoid beginning
opposite it and being directed upwards. This case was an

example of what might be called the I I obscure fractures,"
undiscovered until the x rays demonstrated them.

Mr. CORNER also showed a case of Overgrowth of the
Great Toe with Dislocation of the Metatarsophalangeal Joint.
The condition was in part congenital and in part acquired,
the congenital factor being the overgrowth of the soft parts
and bones, the acquired factor beieg the abducted position of
the toe due to wearing boots. As the man was perfectly
satisfied there was no need to treat the condition.

Dr. 0. K. WILLIAMSON showed a case of Aortic and Mitral
Stenosis in a boy, eight years old. The heart’s apex beat
was found to be in the fifth left intercostal space half an
inch outside the nipple line. At the apex both sounds were
audible, the first being short. At and within the apex was
heard a crescendo presystolic murmur. At the second right
interspace both sounds were audible, also a harsh systolic
murmur having its maximum intensity at this spot and being
conducted up to the clavicle. There was no diastolic murmur.
At the second left interspace the systolic murmur was
audible and the second sound was markedly accentuated.
The pulse was small, rapid, and regular ; the vessel was full
between the beats. Slight choreiform movements were

present.
Dr. H. E. SYMES-THOMPSON showed a case of Bigeminal

Heart in a single woman, aged 20 years. The apex beatof the heart was in the sixth space in the nipple
R3 3
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line and the dulness showed that the organ was enlarged
on the right side also. On palpation the heart beats were
found to take place in pairs, a forcible beat being followed
prematurely by another beat of less intensity. Each pair of
beats was followed by a pause. As a rule, the feebler beats
did not reach the wrist, pulsations at the heart and the
radial artery being as 120 to 60. There was a presystolic
thrill every few beats at the apex and a systolic thrill was
present over the base which was most marked over the
pulmonary area. The heaving action of the right ventricle
could be felt to the right of the sternum. At the apex
a presystolic murmur was often audible. A systolic murmur
was to be heard all over the prseoordium during the
forcible cardiac beat, only this murmur was loudest over the
pulmonary area. Since first seen the patient had been kept
in bed for five weeks and digitalis was administered during
part of the time. For the last seven weeks she had
been taking 5 minims of Fowler’s solution three times a day
but her condition remained unchanged.&mdash;The case was dis-
cueserl by the PRESIDENT and Dr. WILFRED HARRIS.-Dr.
SYMES-THOMPSON reptieci.
Mr. T. H. KELLOCK exhibited a case of Paraffin Injection

for Depressed Nose four years after operation in a patient, 23
years of age. The length of time that had elapsed since the
operation made him hopeful that the successful result would
be permanent.
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Treatment of Incompletely Descended Testls.-Clinicat Cas.’s ’
A MEETING of this society was held on April 9th, Mr.

D’ARCY PowER, the President, being in the chair.
Mr. Louis B. BAWLING read a paper on the Surgical

Treatment of the Incompletely Descended Testis, based on
an investigation of 120 cases admitted into St. Bartholomew’s
Hospital during the past five years. The conditions prior to,
and at, operation were alluded to and it was shown that the
almost constant presence of a peritoneal process added to
the necessity of operative treatment. In dealing with the
question of the treatment of the affected testis those cases
were first discussed in which one organ was normally placed
whilst the other was incompletely descended. Scrotal place-
ment was attempted in 40 cases, in 29 of which the ultimate
result was observed. In 25 of these the late result was un-
favourable, the testis either retreating to the pubo-scrotal,
pubic, or inguinal regions, and becoming small and

atrophic. In four cases only was the result at all
favourable. The remaining cases could not be traced,
though in three the early result showed that only failure
was to be expected. For these and other reasons it was
obvious that scrotal placement except in the most favour-
able cases was doomed to failure from the very beginning.
The three alternatives, of allowing the testis to remain in
the inguinal region, replacing it in the abdomen, or removing
it altogether, were then considered. All evidence pointed to
the fact that the inguinal testis was a source of great dis-
comfort to the patient and that it was more than usually
liable to infection, torsion, and malignant disease, whilst the
uselessness of the replaced testis from a spermatogenetic
point of view was generally acknowledged. In 50 cases the
testis was removed, the patients being of all ages, and it was
apparent that the removal of the one organ in no way J
interfered with the mental or physical development of the the 
patient and the procreative powers were in no wise impaired.
The normally placed testis fulfilled all the desired functions, i
internal and external. Granting, therefore, that due time "
was allowed for the further descent of the organ and that I
exposure showed that scrotal placement was out of the 1

question, it was advisable that the affected organ should be 1
removed and the inguinal canal sewn up. Attempts to place i
the testis in the scrotum offered the best chance of success ,
when the operation was carried out after seven years of age I !

and well before puberty With regard to double failure in (

descent, it appeared necessary that every effort should be i

made to place the testes in the scrotal region, for the 1

examination of testicles removed showed that the spermato- (

genetic functions were more active when the organ was in t
that position than when abdominally replaced. All evidence t

showed that the abdominally replaced testes were function- t

less from a procreative point of view and double abdo- i

minal replacement was therefore most inadvisable. In case N
of failure in scrotal placement it was even preferable that s

the testes should be allowed to remain in the canal rather than
that they should be abdominally replaced.-The paper was
discussed by the PRESIDENT, Mr. W. M. ECCLES, Mr. E. M.
CORNER, Mr. E. LAMING EVANS, Mr. LAWRENCE JONES,
Mr. IVOR BACK, Mr. CAMPBELL WILLIAMS, Mr. T. CRISP
ENGLISH, Mr. KENNETH A. LEES, and Dr. T. CLAYE SHAW.
- Mr. RAWLING replied.

Dr. KENNETH LEES showed a case of Raptured Aortic
Valve.

Dr. D. W. CARMALT JONES showed a case of Ataxy of
acute onset in association with Tabes Dorsalis.

Dr. W. H. WILLCOX exhibited a case of Arterio-Rclerosis
with Retinal Changes following Parenchymatous Nephritis
in a bov agpd nine years.
Mr. CRISP ENGLISH showed a case of Scrotal Tumour.

SOCIETY OF TROPICAL MEDICINE AND
HYGIENE.

1 Umu.1tal Ca2se of Dysenteric Diarrh&oelig;a in the Tropics.
3 A MEETING of this society was held on April 15th, Dr.
e F. M. SANDWITH bPing in the chair.

Dr. W. T PROUT communicated some notes on an Unusual
Cause of Dysenteric Diarrheea in the Tropics. The small

epidemic to which the notes referred occurred when he was
chief medical officer of the Gambia. There was a company
of the West India Regiment stationed there and as there was
Do army medical officer available he was for a considerable
period the medical officer in charge and it was among the

. men of that company that the outbreak occurred. It took
. place in the early part of the rainy season-that is to say.

the weather was still fine and clear but there were occasional
1 heavy showers of rain. The men lived in large barracks,
i which formed two sides of a large square, and though
s old these barracks were clean and on the whole in good
, sanitary condition. It was important to note that the
i water-supply of the troops was derived solely from rain-
) water which was stored in large iron tanks. Towards the
, end of the dry season, as the tanks became empty, they had
; been thoroughly cleaned and whitewashed inside, while the
I inlet pipes had been disconnected until the first shower had
. washed the collecting area, which was the barrack roofs.
t At the time of the outbreak the tanks were pretty well filled.
, One day a man presented himself to him (Dr. Prout) at the

hospital complaining of griping pains and diarrhoea with a
certain amount of blood in the motions. There were very
little constitutional disturbance, very little tenesmns, and
none of the serious signs of an attack of acute dysentery.
He (Dr. Prout) very naturally paid little attention to
it until one after another of the soldiers came to him

suffering from the same symptoms. At the beginning of the
rains, when the water-supply was very liable to contamina-
tion, diarrhoea was by no means uncommon, but at that
time curiously there were no cases of dysenteric diar-
rh&oelig;a among the civil population, so that it was clear
that the cause was one confined to the troops. He had

thought at first that some of the men had been drinking
water in the town, but he was able practically to
exclude that. The drinking water of the native popula-
tion was derived from shallow surface wells, from four
to eight feet deep, and as Bathurst was simply a

sand bank the water was often brackish, and the men did
not like it after being accustomed to the pure rain water.
He need hardly say that the water in thoae wells was very
much polluted as they often found a cess -pit a few feet away.
He had, then, to seek the cause in the barracks, and he
must confess that after the precautions which had been
taken with reference to the tanks he did not at first examine
the water very carefully. He had a bucketful run off and it
appeared clear, sparkling, and had no bad taste or odour.
An inquiry into the food-supply and a careful inspection
showed nothing wrong, the men absolutely denied having
eaten or drunk anything outside which could have disagreed
with them, and the barrack-rooms and latrine arrangements
were in perfect sanitary condition, so by a process of
exclusion he was driven back to the water. He had one of
the manholes taken off one of the tanks, a bucket sunk to
the bottom, tilted over, and dragged along ; he then found
that there appeared to be some sediment. With some
reluctance, for one does not like tn waste good drinking
water in Bathurst, he gave instructions that the water
should be run off and he found at the bot;om a deposit


